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Payment Models Work Group Meeting Agenda
Friday, January 16, 2015 1:00 PM - 3:00 PM.

VT Health Care Innovation Project

DVHA Large Conference Room, 312 Hurricane Lane, Williston, VT
Call in option: 1-877-273-4202
Conference Room: 2252454

Item Time Topic Presenter Decision Relevant Attachments
# Frame Needed?
1 1:00 - Welcome and !ntroQuctlons Don George Y — Approve Attachment 1: Meeting Minutes
. Approve meeting minutes .
1:10 minutes
2 1:10-1:25 | Updates Kara Suter N
3 1:25-2:15 | Medicaid Yr 2 Gate and Ladder Kara Suter and Y- Approval of Attachment 3a: Memo from QPM to PMWG Re
. Targets and Benchmarks
Alicia Cooper G&L proposal
Attachment 3b: Proposed Changes to Year 2
VMSSP Gate and Ladder
4 2:15-2:50 | Blueprint for Health Presentation Craig Jones N Attachment 4: Community Oriented Health
Systems
5 2:50-2:55 | Public Comment N
6 2:55-3:00 | Next Steps and Action Items N Next Meeting: Monday, February 23, 2015

1:00 pm = 3:00 pm
EXE - 4th Floor Conf Room, Pavilion Building
109 State Street, Montpelier
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Group Minutes 12-01-14



VT Health Care Innovation Project
Payment Models Work Group Meeting Minutes

Monday, December 1, 2014 2:00 PM — 4:30 PM.
DVHA Large Conference Room, 312 Hurricane Lane, Williston, VT
Call in option: 1-877-273-4202
Conference Room: 2252454

Item #

Notes

Next Steps

Kara Suter called the meeting to order at 2:01pm, announcing that Steve Rauh has resigned his co-
chairship, and that Anya Rader-Wallack and Georgia Maheras are recruiting for a replacement. Joelle
Judge called the roll. There was not a quorum to approve the minutes of the November meeting.

Kara Suter presented attachment 2. Alicia Cooper summarized the comments received from
members of both the PMWG and QPM workgroups regarding the Year 2 Medicaid SSP Gate & Ladder
methodology. Discussion in the QPM workgroup on targets and benchmarks for Year 2 Payment
measures will continue during their December 22" meeting. After QPM makes recommendations
about targets and benchmarks, a proposal regarding the Year 2 Medicaid SSP Gate & Ladder
methodology will be shared with this workgroup, hopefully during the January 16" meeting.

e Abe Berman had a question about the process. Kara and Alicia clarified that QPM will be
focusing on Targets & Benchmarks, while PMWG will be focusing on the Gate & Ladder
methodology to link performance on Payment measures to shared savings eligibility. Any
recommendations developed by PMWG regarding the Medicaid Gate & Ladder methodology
for Year 2 will then be considered by the Steering Committee and Core Team. Once at the
Core Team level, any approved Yr 2 changes will be added to the Yr 2 VMSSP contract
amendment and be incorporated into current methodology

Richard Slusky commented that there were discussions with the ACOs and payers, and a
recommendation was made that there be no change made in Yr 2 for the Gate & Ladder
methodology for the commercial SSP. The gate is already higher for commercial than Medicaid at
55%, and they feel this is still appropriate — especially as there is no data available yet.

e Julie Wasserman asked about the definition for meaningful improvement. Richard said they
have not looked at this yet as it will not be an issue until 2016.

e Kara Suter said that comments on this topic are still welcome. Comments may be submitted
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through the close of business on Monday, December 8.

Kara Suter introduced Chris Tompkins and Cindy Thomas from Brandeis. Suggested reading through
the memo on own as presentation today will not hit on all of the specifics the memo does. Chris
Tompkins presented on attachment 4B, the following were comments or questions from the
presentation and memo:

Heather Bushey asked what was in a PAC and if there was anything sent out to answer that.
Will provide the HCi3 web link to workgroup to look through as each episode is different.

Table C provides the PAC for each episode: http://www.hci3.org/content/ecrs-and-definitions

Richard Slusky asked about how to read slide 6. Chris Tompkins responded that variation
increases from left to right.

Kara Suter clarified that pregnancy episode includes both vaginal delivery and delivery by C-
section, along with prenatal services during pregnancy (while the vaginal delivery episode and
the C-section episode include only the delivery event).

Richard Slusky asked if any cost for pregnancy included child, or just mother. Kara Suter did
not believe a child was included in calculations. Chris Tompkins suggested there might be a
child involved with total cost of a pregnancy. Michael Bailit said other states are starting to
include the child, but this data does not appear to include the child.

Bard Hill asked if Richard Slusky felt the child should be included or not — Richard felt it made
sense to include a child in the calculation of PAC

Cecelia Wu asked how hypertension is defined. It is a condition, triggered by a diagnosis, and
all relevant services are included for a 12 month period. High variation in hypertension is
often associated with other illnesses and health issues that come from this disease and
patients are going to vary dramatically. Also important to note this data is not risk adjusted
for severity.

Richard Slusky asked if a patient is diagnosed with hypertension but has a stroke, which one
will the patient costs be associated to? Kara Suter responded that the cost would likely be
under both episodes. Chris Tompkins further explained that it can be all rolled into
hypertension if using the highest level of inclusion.

Susan Aranoff asked how to count chronic conditions, especially if it started before data was
collected? A calendar year is used for EOC purposes.

Cindy Thomas asked why the scale is different from Commercial and Medicaid. Commercial
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payments vary in cost, whereas Medicaid has a set cost — makes sense for a difference in
scale.

e Cindy Thomas asked about identifying absolute dollars — this would have to be pulled from
the tableau files or is found in data book previously distributed.

Kara Suter presented on attachment 5, and suggested the formation of an EOC sub-group to continue
this work in more detail. The following were comments or questions on the presentation.

e Chris Tompkins clarified that HCi3 data does have risk adjustment model in place if chosen

e Richard Slusky commented that most interest will likely come from the providers, they will
want to more fully understand the potential of this information and have detail for specific
episodes. This sub-group will be led by staff to drill down on existing questions with sub-
group members. Staff will start analytic work, with RFP to continue and expand on work done
by sub-group. Much of the specific information on episodes is in the Tableau files that the
staff has access to.

e Bard Hill asked if Medicare will also be included in this advancement of work, as it might be
beneficial to have the full spectrum of patients to analyze. Kara Suter replied that this level of
detail is something that the sub-group will work on, and make recommendations on — possibly
down to payer level.

e Purpose of Episodes in going forward? Kara Suter responded that this will most likely inform
peer to peer learning and care delivery transformation instead of a new payment model
construct at this time.

e Comments and recommendations to Amanda.ciecior@state.vt.us by December 15

Next Meeting:

Friday, January 16, 2015
DVHA Large Conference Rm
312 Hurricane Lane,
Williston

January’s meeting will approve previous two months of PMWG meeting minutes.
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Attachment 3a - Memo

from QPM to PMWG Re
Targets and Benchmarks



MEMO

DATE: December 29, 2014

TO: VHCIP Payment Models Work Group

FROM: VHCIP Quality & Performance Measures Work Group

RE: Request for Input — Year 2 ACO Payment Measure Targets & Benchmarks

In response to the Payment Models Work Group’s request for input regarding the selection of
benchmarks and the setting of performance targets for the Year 2 ACO Payment Measures used
for the Commercial and Medicaid Shared Savings Programs, the Quality and Performance
Measures Work Group members voted in favor (with 2 votes in opposition) of the following
recommendations:

Year 2 Benchmarks:
e Use national HEDIS benchmarks for all measures for which they are available; use ACO-
specific change-over-time improvement targets when national benchmarks are
unavailable:

Year 2 Payment Measure

Medicaid SSP

Commercial SSP

LIRS IS PR National commercial HEDIS
Core-1 Plan All-Cause Readmissions on ACO-specific Year 1 benchmarks
Medicaid SSP performance
Core-2 Adolescent Well-Care Visits National Medicaid HEDIS National commercial HEDIS
benchmarks benchmarks
Cholgsterol Manager_n.ent for Patients with National Medicaid HEDIS National commercial HEDIS
Core-3 Cardiovascular Conditions (LDL-C
. benchmarks benchmarks
Screening)
Follow-Up After Hospitalization for Mental National Medicaid HEDIS National commercial HEDIS
Core-4
lliness: 7-day benchmarks benchmarks
Initiation and Engagement for Substance
Core -5 Abuse Treatment: Initiation and National Medicaid HEDIS National commercial HEDIS
Engagement of AOD Treatment benchmarks benchmarks
(composite)
Core-6 Avoidance of Antibiotic Treatment for National Medicaid HEDIS National commercial HEDIS
Adults With Acute Bronchitis benchmarks benchmarks
Core-7 Chlamydia Screening in Women National Medicaid HEDIS National commercial HEDIS
benchmarks benchmarks
L . Improvement targets based
Core-8 3;:3%?8?:@ Screening in the First Three on ACO-specific Year 1 NA
Medicaid SSP performance
Ambulatory Care Sensitive Condition Improvement tér'gets based Improvement ta'\r'gets based
Core-12 Admissions: PQI Composite on ACO-specific Year 1 on ACO-specific Year 1
' P Medicaid SSP performance commercial SSP performance
Core-17 Diabetes Mellitus: HbAlc Poor Control National Medicaid HEDIS National commercial HEDIS
(>9.0%) benchmarks benchmarks




Year 2 Performance Targets

Use the same methodology that was used in Year 1 for assigning points for performance,
such that ACOs may earn a maximum of 3 points for each Payment measure:

. Improvement Targets: Change Relative to Historic
National HEDIS Benchmarks P 8 B

Performance
25" Percentile 1 Point Statistically significant decline 0 Points
50" Percentile 2 Points Statistically same 2 Points
75" Percentile 3 Points Statistically significant improvement 3 Points







Attachment 3b - Proposed
Changes to Year 2 VMSSP
Gate and Ladder



Proposed Year 2 VMSSP Gate & Ladder Methodology

Based on feedback received during the public comment period and recommendations from the
Quality and Performance Measures Work Group regarding payment measure targets and
benchmarks, as well as recent changes to the Medicare Shared Savings Program, the PMWG co-
chairs and staff propose the following changes to the Gate & Ladder methodology for Year 2 of
the Vermont Medicaid Shared Savings Program (VMSSP). These proposed changes:

1. Increase the minimum quality performance threshold for shared savings eligibility;

2. Include the use of absolute points earned in place of a percentage of points earned
to eliminate the need for rounding; and

3. Allow ACOs to earn “bonus” points for significant quality improvement in addition
to points earned for attainment of quality relative to national benchmarks.

The proposed framework assumes that the VMSSP in Year 2 will use the 10 measures approved
for Payment by the VHCIP Core Team and the GMCB, and that ACOs will be eligible to earn a
maximum of 3 points per measure for a total of 30 possible points. ACOs would have to earn at

least 16 out of 30 points to be eligible for any earned shared savings. If an ACO earns 24 or
more points, they would be eligible to receive 100% of earned shared savings.

Points Earned (out of 30 Percentage of Points Percentage of Earned Shared
possible points) Earned Savings
16-17 53.3-56.7 75
18 60.0 80
19-20 63.3-66.7 85
21 70.0 90
22-23 73.3-76.7 95
>24 >80.0 100

In addition to earning points for attainment of quality relative to national benchmarks, ACOs
would be eligible to earn one additional point for every measure that is compared to a national
benchmark for which they improved significantly relative to the prior program year. “Bonus”
improvement points will not be available for measures that already use ACO-specific
improvement targets instead of national benchmarks (see table below). As such, an ACO could
earn up to 7 “bonus” points for improvement; however, no ACO may earn more than the

maximum 30 possible points.

This approach will further strengthen the incentives for quality improvement in the VMSSP by
providing ACOs with both external quality attainment targets (in the form of national
benchmarks) and internal quality improvement targets (by rewarding change over time).




Year 2 Payment Measure

VMSSP Benchmark Method

Eligible for “Bonus”
Improvement Point

Improvement targets based on

Core-1 | Plan All-Cause Readmissions ACO-specific Year 1 Medicaid
SSP performance
.. National Medicaid HEDIS
Core-2 | Adolescent Well-Care Visits benchmarks X
Cholesterol Management for Patients with . -
Core-3 | Cardiovascular Conditions (LDL-C National Medicaid HEDIS X
h benchmarks
Screening)
Follow-Up After Hospitalization for Mental National Medicaid HEDIS
Core-4 . X
Illness: 7-day benchmarks
Initiation and Engagement for Substance National Medicaid HEDIS
Core -5 | Abuse Treatment: Initiation and Engagement benchmarks X
of AOD Treatment (composite)
Core-6 Avoidance of Antibiotic Treatment for Adults National Medicaid HEDIS X
With Acute Bronchitis benchmarks
. - National Medicaid HEDIS
Core-7 | Chlamydia Screening in Women benchmarks X
- . Improvement targets based on
Core-8 Developmgntal Screening in the First Three ACO-specific Year 1 Medicaid
Years of Life
SSP performance
. . Improvement targets based on
Core-12 Ambyla_tory. Care Sens't'V? Condition ACO-specific Year 1 Medicaid
Admissions: PQI Composite
SSP performance
Diabetes Mellitus: HbAlc Poor Control National Medicaid HEDIS
Core-17 X

(>9.0%)

benchmarks

Note: Core-1, Core-8, and Core-12 will be ineligible for additional improvement points because
these measures are already using ACO-specific change-over-time improvement targets. If
national Medicaid benchmarks become available for any of these measures in future, the
measures may then become eligible for additional improvement points.




Example

Y1 Y2 Y2
Year 2 Payment Measure Yearl | Attainment | Year2 Attainment Improvement
Points Points Points
Core-1 | Plan All-Cause Readmissions 154 2 15.2 2
Core-2 | Adolescent Well-Care Visits 50.9 2 57.7 2 1
Cholesterol Management for Patients with
Core-3 Cardiovascular Conditions (LDL-C Screening) 59 0 804 ! !
Follow-Up After Hospitalization for Mental
Core-4 llIness: 7-day 33.6 1 34.8 1 0
Initiation and Engagement for Substance
Core -5 | Abuse Treatment: Initiation and Engagement 52.4 3 49.5 3 0
of AOD Treatment (composite)
Avoidance of Antibiotic Treatment for Adults
Core-6 | \with Acute Bronchitis 273 2 291 2 0
Core-7 | Chlamydia Screening in Women 47.0 0 47.6 0 0
Core-8 Developmgntal Screening in the First Three 8.2 5 36.3 3
Years of Life
Ambulatory Care Sensitive Condition
Core-12 Admissions: PQI Composite 188 172 2
Diabetes Mellitus: HbAlc Poor Control
Core-17 (>9.0%) 43.1 38.9 2 1
Sub-Total 12 18 3
Total Points 12/24 21/30

Statistically significant improvement in Year 2 relative to Year 1 for three eligible measures
results in the ACO being awarded 3 “bonus” improvement points. These points are added to the
18 points the ACO receives for quality performance relative to benchmarks, yielding a total of 21
points out of the total possible 30 points.

In the case of Core-3 (LDL-C Screening), the ACO improves from below the national 25"
percentile to the national 25™ percentile, and therefore earns a point for attaining a higher target
relative to national benchmarks. This improvement also represents significant improvement
relative to the ACQO’s performance in the prior year, resulting in an additional improvement point
for this measure.

In the case of Core-2 (Adolescent Well-Care Visits), the ACO does not improve enough to meet
the national 75™ percentile, but achieves significant improvement relative to the ACO’s
performance in the prior year. Thus, the ACO is still awarded for significant improvement, and

continues to have an incentive to improve relative to national benchmarks.




Methodological Considerations

This methodology would award an ACO up to 1 additional bonus point for quality performance
improvement on each Payment measure that is being compared to a National benchmark. These
bonus points would be added to the total points that the ACO achieved for each Payment
measure based on the ACO’s performance relative to National benchmarks. Under this proposal,
the total possible points that could be achieved, including up to 7 bonus points, could not exceed
the current maximum 30 total points achievable.

For each qualifying measure, the state or its designee would determine whether there was a
significant improvement or decline between the performance year and the prior year by applying
statistical significance tests®, assessing how unlikely it is that the differences of a magnitude as
those observed would be due to chance when the performance is actually the same. Using this
methodology, we can be certain at a 95 percent confidence level that statistically significant
changes in an ACQO’s quality measure performance for the performance year relative to the prior
program year are not simply due to random variation in measured populations between years.

The awarding of bonus points would be based on an ACQO’s net improvement on qualifying
Payment measures and would be calculated by determining the total number of significantly
improved measures and subtracting the total number of significantly declined measures. Bonus
points would be neither awarded nor subtracted for measures that were significantly the same.
The awarding of bonus points would not impact how ACOs are separately scored on Payment
measure performance relative to national benchmarks.

Consistent with the current VMSSP methodology, the total points earned for Payment measures,
including any bonus quality improvement points, would be summed to determine the final
overall quality performance score and savings sharing rate for each ACO.

1 VMSSP would use the same methodology for calculating significance (t-test) as MSSP.
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Department of Vermont .
Smart choices. Powerful tools.

Health Access

Advanced
Primary
Care

Advanced
Primary
Care

Advanced
Primary

Specialty Care & Disease
Management Programs

Community Health Team
Nurse Coordinator
Social Workers
Nutrition Specialists
Community Health Workers
Public Health Specialist

Social, Economic, &
Community Services

Mental Health &
Substance Abuse
Programs

kxtended Community Health Tea

Medicaid Care Coordinators
SASH Teams

Spoke (MAT) Staff

Primary

Self Management
Programs

Public Health
Programs & Service

All-Insurer Payment Reforms
Local leadership, Practice Facilitators, Workgroups
Local, Regional, Statewide Learning Forums

Health IT Infrastructure
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Department of Vermont s
Health Access

Health Services Network

VERMONT

Blueprint for Hea’I;h

Smart choices. Powerful tools.

Key Components July, 2014

PCMHs (active PCMHS)

PCPs (unigue providers)

Patients (Onpoint attribution) (12/2013)
CHT Staff (core)

SASH Staff (extenders)

Spoke Staff (extenders)

1/14/2015

123
644
347,489
218 staff (133 FTESs)
60 FTEs (48 panels)
58 staff (39 FTES)
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|
DeDartment of Vermont < Smart choices. Powerful tools.

Health Access { bt '. ¢
[ ]
.. ®
.0: e e
®

, ® PCMH Practices

. by Affiliation

Summary

° PCMH =124
PCPs = 831
|. ° PCP FTEs = 608.4
CHT FTEs = 140.1
Attributed Patients (Q4 2012) = 293,862

Legend
® FQHC-Owned
® ® Hospital-Owned

Independent-Owned

( } I:l Hospital Service Areas

1/14/2015 { . ‘l Towns 4
\
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Department of Vermont

Smart choices. Powerful tools.
Health Access Ices. Fowernt

Current State of Play

= Statewide foundation of primary care based on NCQA standards

= Statewide infrastructure of team services & evolving community networks
= Statewide infrastructure (transformation, self-management, quality)

= Statewide comparative evaluation & reporting (profiles, trends, variation)
= Three ACO provider networks (OneCare, CHAC, HealthFirst)

= Opportunity to unify work, strengthen community health system structure
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Department of Vermont
Health Access

Transition to Green Mountain Care
Stimulating a Unified Health System

Current
PCMHs & CHTs

Community Networks
BP workgroups

ACO workgroups
Increasing measurement

Multiple priorities

Transition
Unified Community Collaboratives
Focus on core ACO quality metrics
Common BP ACO dashboards
Shared data sets
Administrative Efficiencies

Increase capacity
* PCMHSs, CHTs
» Community Networks

* Improve quality & outcomes

VERMONT

Blueprint for Hééglfh

Smart choices. Powerful tools.

Community Health Systems
Novel financing
Novel payment system
Regional Organization
Advanced Primary Care
More Complete Service Networks

Population Health
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egpartment or vermon

Smart choices. Powerful tools.
Health Access Ices. Fowernt

Strategies for Community Health Systems

Design Principles

= Services that improve population health thru prevention

= Services organized at a community level

= Integration of medical and social services

= Enhanced primary care with a central coordinating role

= Coordination and shared interests across providers in each area

= Capitated payment that drives desired outcomes
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Blueprin
Department of Vermont .
Smart choices. Powerful tools.
Health Access

Strategy for Building Community Health Systems
Action Steps

= Unified Community Collaboratives

= Unified Performance Reporting & Data Utility

= Community driven quality & coordination initiatives

= Enhanced primary care and community health team capacity

= Modified medical home and community health team payment model

= Administrative simplification and efficiencies
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Blueprin
Department of Vermont .
Smart choices. Powerful tools.
Health Access

Unified Community Collaborative (UCC)

Structure & Activity
= |_eadership Team (up to 11member team)
0 1 local clinical lead from each ACO (2 to 3)
0 1 local representative from VNA, DA, SASH, AAA, Peds
o Additional ad hoc members chosen locally
= Convening and support from local BP project manager/admin entity

= Develop charter, invite participants, set local priorities & agenda
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Smart choices. Powerful tools.
Health Access Ices. Fowernt

Unified Community Collaborative (UCC)

Structure & Activity

= Final recommendations rest with leadership team

= Driven by consensus of leadership team and/or vote process as needed
= Solicit structured input of larger group (stakeholders, consumers)

= Larger group meets regularly (e.g. quarterly)

= Convene workgroups to drive planning & implementation

= Workgroups form and meet as needed (e.g. bi-weekly, monthly)
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Smart choices. Powerful tools.
Health Access Ices. Fowernt

Unified Community Collaborative (UCC)

Structure & Activity

= Use measure results and comparative data to guide planning

= Adopt strategies and plans to meet overall goals & local priorities
= Planning & coordination for service models and quality initiatives
O guide activities for CHT staff and PCMHs
O guide coordination of services across settings

O guide strategies to improve priority measures
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Blueprint for Hcﬁh

Smiart cholces. Powerful toals.

Welcome to the 2014 Blueprint
Practice Profile from the Blueprint
for Health, 2 state-lad initiative
transforming the way that health
care and overall health services are
deliverad in vermont. The
Blueprint s leading a transition to
an environment where all
Vermonters have accesstoa
continuum of seamless, effective,
and preventive health services.

Blueprint practice profiles are
based on data from Vermont's
all-payer claims database, the

vermont Healthcare clims
Uniform Reporting and evalustion
System [VHCURES). Data include
all coverad commercial, Full
Medicaid, and Medicare members,
attributed to Blueprint practices
starting by December 31, 2013,

Practice profiles for the adult
population cover members ages 18
years and older; pediatric profiles
cover members between the ages
of 1and 17 years.

Utilization and expenditure rates
presentedin these profiles
have been risk adjusted for

demographic and health status
differences amang the
r2ported populations.

This reporting includes anly
members with 3 visit to a primary
care physician, as identified in
VHCURES claims data, during the
current reporting year

or the prior year.

Practice Profile: ABCP
Perind: 01/2013 - 1272013 Practice HSA: 28C Profile Typi

Demographics & Health Status

Practice HSA s
Average Members 4,081 B0 2
Average Age 506 501
5% Female 555 555
% Medieaic 145 130
% Medicare 17 22
% Matermity 21 21
% with Selected Chronic Conditions 501 358
Health Status (CRG)
% Heaithy 390 439
% Acute or Minar Chronic 183 205
% Moderste Chranic s 25
% Significant Chronic 1524 123
% Cancer or Catastrophic 14 13
L Thiz fabis provides comporative information on ths demegnpics

T o o T, o Bt e iy g i
5310553 whol Inused mesaes et e of oot i ta
djustad ratex: ags, Gensr, matem ity status, ord hacith statuz

soverage Members serves as ts tuble's denominator and adjusts for partial
voamene auring e et i e, spacel aananhas san g ¢
Mesicare: i includes adjustrmant for sach members

tham, et putcaminga of membaring §
or Masicars. sdicors dizasiley o ana<toga rana) cisecse otz ana ne &
the mamber required spacial Medicaid services that are nat foun in comms
PopuGtions (2.5, doy EroatmAnt. resiIANtial RGIANY, €250 MGNAGOMANE, §
saniess, ana trensportotion)

Tha Selected Chronic Conditions megsure indicates the proporiion of mem
o e i S 3 i e o o of v SR AR e
asthma, o cor
aissaza, nymaransion, icastaz, ana deprezsn.

s Hesitn Statuz messurs aggragetss M Cinica) Risk Sroupsr (ERG) iz
the year for the purpose of gensrating adjusted rogated ris cioss]
Iocade. Weakig, Abute. (a5 v, mes oot facon] o Wince Choed
Ghromic joint pain), Moderate Chranic a.5., diabetes], Significant Cheonic [
CHE), oma Cancer fe.g, oreast concer, eoiorscar cancar] o CatsaRropRic
apstrophy, cystic forosis).

¥ ONPOINT Health Data

Blueprint for Héalth

Smart chaices. Powerful toals.
Total Expenditures per Capita
s7.00

57,200

}A e

{s:.n:s

57,000 o
56,800 -

86,600 -

56,800

Eradtica Hea Sratawida

Figure 1: Prasants annusi risk-gojusted rates and 3% confidenc intervals
# expengitures copped stotewide for outiier patiants. Expancitures
 out-gf-pocket payments (Le.. copay.

coinsurance, ong deductinie)

Total Expenditures Excluding SM5

57,000 4
{ssm
36,720

36,580 OIS
36430

$6,300 4

5,160 -

Prtice A statewice

Figure 3 Prasants Gnnusi risk-gojusted rates and S3% confidenc intervals
J exciuging Special Mediceia Services capped Eatawide
for cutiar patients. Expenditurss inciuda both aion ang mambar
out-gf-pockat paymants (i.e., cOpGY, coinsurancs, and ceductibic).

edicaid, & Medicare

Practice Profile: ABC Primary Care

Pariod: 01/2013 - 12/2013 Practica HSA: ABC Profile Type: Adults (184 Years]

Total Expenditures by Major Category

W e e I Dusatient Heagital £3)
uematiant Harpits [Hen-ED

rrumcy T
B fpsal Medicaid Serces.

sa000

54,000

o

o8

Practica Hea Statawida

Figure 2: Prasants ornuai rsk-acusted rotas for the major components of st
(o= shown in. Figure 1 ] with expenditures capped stotawite for cutiiar patients.
Som sarvices proviced by Medicaid [2.g.. cass manggement. transportation]
are rported saparataiy as Special Medicaid Services.

Total Resource Use Index [RUI) Excluding SMS

Em

Pratin A Statewids

rortas ond 2%
inca grica par sanvics variss 3cross Verment, o measurs of expangitures
bosed on resouns use — Totol Assourts Use indax (AU — is induded. ALY
bosed an util intansity of sarvi
npatiant] ond excludes  Special
Medicaid Services. The proctica ond HEA ora indaxsd to the statewide
averoge (1.0}

[Ee——

for Héa‘Ith

lices. Pawerful taals.

Practice Profile: ABC Primary Care
Period: 01/2013- 12/2013 Practice HSA: 25C Profile Type: Acuits (18 Vears]

Annual Total Expenditures per Capita Excluding SMS vs. Resource Use Index (RUI)

58,400

[X]

2nnuzl Totsl Ressuree Use Index Excluding SMS (Adjusted)

ding SMS and
Bisprint prazticss. T your practics's o ..
your Health ) ther Siseprint tegend
he biuo ots). The dottad fines show immﬂ'ngnm'-a‘urw;v'wnnnnndcrrngu

@ vourpractice
@ apractices i your wsa
@ i othar Bluaprint practices statewide

o). Procicus witn nignar exp

frp—

valug lowsr tnan 1 s than
e a5 288N G4 in S GraARIC, WICA GEMORSI/CTSS ENGE. i SENATOL AFACTCES WiEn
fom i nighar risk-adfustsd axpanditures.
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f\%t\VFRfl\V/IONTt —_— Blueprint for Héalth
egpartment or vermon

Smart choices. Powerful tools.
Health Access Ices. Fowernt

Payment Modifications

Need for Modifications

Current payments have stimulated substantial transformation

Improved healthcare patterns, linkage to services, local networks

Reduced expenditures offset investments in PCMHs and CHTs

Modifications are needed for further advancement

= Proposed modifications will support UCCs & quality improvement



= VERMONT  _ Blueprint for Héalth

Department of Vermont
Health Access

Smart choices. Powerful tools.

Payment Modifications

Recommendations

1. Increase PCMH payment amounts

2. Shift to a composite measures based payment for PCMHs

3. Increase CHT payments and capacity

4. Adjust insurer portion of CHT costs to reflect market share

1/14/2015 14



f\%t\VFRfl\V/IONTt —_— Blueprint for Héalth
egpartment or vermon

Smart choices. Powerful tools.
Health Access Ices. Fowernt

Proposed Payment Modifications

Medical Home Payment

= Composite capitated payment ($PPPM)

= Total = Base + NCQA Rescore + Quality Composite + TUI

= Base payment for participation in UCCs — practice control

= NCOQA rescore discretionary but rewarded — practice control
= Quality component based on HSA results —interdependencies

= TUI component based on HSA results — interdependencies



= VERMONT  ___ Blueprint for Héalth

Department of Vermont

Smart choices. Powerful tools.
Health Access

Proposed Payment Modifications

Targeted Payment Composite Payment
= Single Component — based on = Base Component — participation in UCCs,
NCQA PCMH score. Practice and NCQA recognition on 2011 standards.
Control Practice Control

= NCQA Component — rescore is discretionary
but rewarded. Practice Control

= Quality Component — HSA results on a set of
core measures. Interdependencies

= Utilization Component — HSA results on total
utilization index. Interdependencies

Incentives for NCQA recognition, a Incentives for sustained practice quality, access
high score on standards, and accessto  to CHT staff; and coordination with others to
CHT staff. Improve service area outcomes

1/14/2015 16



7~~~ _VERMONT

Department of Vermont
Health Access

Proposed Payment Modifications

Payment Component Eligibility Intended Result

Base Payment

NCQA Rescore Payment

Quality Composite Payment

Total Utilization Index

1/14/2015

Participation in UCC
Recognized on NCQA 2011

Rescore on current NCQA
standards (discretionary)

HSA measure results

 Top 50t percentile

» Beat benchmarks

* Incremental improvement

HSA measure results
 Top 50t percentile
* Incremental improvement

VERMONT

Blueprint for Héﬁh

Smart choices. Powerful tools.

Organize practice and CHT
activity to support UCC
Initiatives

Maintain medical home
quality & operations

Coordinate with others to
improve quality and
coordination as reflected by
core measures

Coordinate with others to
reduce unnecessary
utilization and variation

17



f\%t\VFRfl\V/IONTt —_— Blueprint for Héalth
egpartment or vermon

Smart choices. Powerful tools.
Health Access Ices. Fowernt

Proposed Payment Modifications

Decision Points

= Payment amounts for each component

= Selection of quality & performance measures for composite

= Payment tied to top performance vs. improvement vs. benchmarks
= Payment tied to service area results and/or practice results

= Use of consistent and/or centralized attribution for payment



= VERMONT  __ Blueprint for Héalth

Department of Vermont .
Smart choices. Powerful tools.

Health Access

Questions & Discussion

1/14/2015 19
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